'Eureka!' With this archimedian exclamation of discovery the Lancet 1 leader proclaimed the introduction of retropubic prostatectomy by Terence Millin. In the previous issue only a few months after the end of the Second World War, Millin" described the operation and his experiences with the first few patients. The editorial, attributed to that grand master of prose, Sir Heneage Ogilvie, predicted that 'the new operation bids fair to supplant all previous methods' and so it proved -for a generation.
Millin", in his book, recalled that the possibility of a retropubic approach to the prostate occurred to him during a total cystectomy which he did by the retrograde method advocated originally by Frank Hinman", About the same time chance decreed that he had to operate on a patient with a fractured pelvis and ruptured urethra. The exposure of the urethra by the retropubic route, much assisted by the mobility of the pubic bone, impressed him so much that he determined to investigate it further. The steps he took, from the first chance observation to the finished operation, are given here for the record and also to give heart to all young surgeons who strike on an idea, have the drive to put it to the test and develop it until they, perhaps, can say 'Eureka'.
Millin was faced with three accepted, almost traditional, objections to operating through the retropubic space: (1) The ligature or thrombosis of the dorsal vein of the penis could lead to thrombosis of the corpora cavernosa and impotence. (2) That trauma to the pubic bone might lead to osteitis pubis. (3) That postoperative urinary infection could lead to pelvic cellulitis and uncontrollable spreading infection. One of us was told to investigate the detailed anatomy of the retropubic space and the venous drainage of the penis. The results afterwards published as a chapter of Millin's book", were reassuring in that very little of the venous drainage of the corpora went through the dorsal vein. It appeared to be possible to ligature the dorsal vein with impunity. As far as osteitis pubis was concerned, Millin held the view that if one were careful to avoid trauma to the periosteum -for example, a needle puncturethen there was little danger of osteitis. He did not believe that it was a vascular necrosis as had been suggested at that time. By far the most important objection was the danger of pelvic cellulitis The Royal Society of Medicine which at that time was a lethal complication of all forms of transvesical prostatectomy which terminated by closure of the bladder. Millin held that the cause of this was inadequate drainage of the retropubic space and that if one first opened the space widely and then drained it, there would be less chance of a cellulitis than if one avoided opening it.
The subpubic experience and revelation The next step was to test the exposure in the cadaver. This was done at St Helier Hospital, Carshalton, where Millin was Consultant Urologist. He tried first a subpubic route, perhaps influenced by Young's perineal prostatectomy and entered the retropubic space by dividing the dorsal vein of the penis and the suspensory ligament. This gave access to the pelvis beneath the pubic arch, but he failed to obtain adequate exposure of the anterior aspect of the prostatic capsule. He was undeterred by this for he was convinced that tissue retraction would be better in a patient relaxed under an anaesthetic.
Millin then tried the subpubic approach on a lean patient with a small prostate. Exposure and enucleation were done without undue difficulty but the pubic arch made the opening narrow, which produced problems when the capsule had to be sutured. Postoperative progress was, however, excellent and this encouraged Millin to repeat the operation. This he did on an obese man with a large adenoma and found that it was impossible to reach the posterior aspect of the adenoma which therefore could not be enucleated. He was forcedto abandon the operation by that route and made a suprapubic incision with the intention ofcompleting the operation transvesically. After separating the recti, he was surprised to find that the subpubic dissection already performed had produced a complete exposure of the anterior prostatic capsule so that he was able to finish the enucleation with ease. The excellent view of the cavity after enucleation allowed diathermy coagulation of vessels, so unlike the 'deep dark and dangerous hole' which is usual after a transvesical enucleation.
The retropubic experience
This experience was the turning point, for it made Millin convinced that the retropubic route could be usedfor all types ofprostatic obstruction. He therefore abandoned all other types of open prostatectomy and concentrated his efforts on the development of the retropubic route. To aid exposure he used a self retaining retractor modelled on the Legueu type with a third blade to depress the bladder. Bleeding from the divided capsule was always a nuisance and sometimes severe so he designed angled T-clamps to control it. These later fell into disuse because sutures were found to be more effective and less obtrusive. A bladder neck spreader was next developed; it was Journal of the Royal Society of Medicine Volume 82 August 1989 495 a simple and effectivespring instrument but was very uncomfortable to hold and successive assistants found it less than ideal. Suturing the capsule was awkward with the standard needle holder and halfcircle needle, so Millin modified the Harris boomerang needle and ligature holder so as to allow introduction of watertight and haemostatic sutures in the capsule.
Millin was aware of the disability of ejaculatory dysfunction after transvesical prostatectomy and therefore tried in the first cases to preserve the trigone and bladder neck. Unfortunately several of these patients developed postoperative bladder neck obstruction which had to be treated by transurethral resection. An additional step was therefore introduced after enucleation in which a V shaped piece of trigone was excised in every case. This avoided postoperative obstruction but of course, produced 'dry' ejaculation in every case.
To the patient and the nursing staff the big step forward was the substitution of a leaking suprapubic catheter by 'dry' urethral drainage. Care of this catheter was critical to the success of the operation and in the early cases this depended on the vigilance of the house surgeons and nursing staff. The Harris type rubber catheter was held in place by a stitch through the bladder to the abdominal wall. This was replaced by the Foley balloon catheter as soon as it came into use a few years later. The duration of the catheter drainage was steadily reduced so that many patients had their catheter removed on the third or fourth days and were encouraged to walk about and micturate normally.
The reception of the operation by surgeons was mixed. The older men found it difficult to accept and stood aside but young surgeons adopted it with enthusiasm so that, in a few years, it became the standard open prostatectomy in the Commonwealth, the United States and Europe. Experience showed that it went a long way towards reducing the three great bugbears of open prostatic surgery -bleeding, infection and urinary leakage. Forty years after his introduction it is possible to confirm the early claims made for an operation which became the world standard until superseded by the technical advances in transurethral surgery. It is appropriate that it should be known as Millin's prostatectomy.
